wealth of activity to make evidence more available and more accessible to people working within healthcare, whether they are clinicians, managers, commissioners or policy makers, the implementation of evidence into routine decision-making at a clinical, organisational and policy level remains slow, challenging and difficult. Why then is this the case? Given the growth of information technology and the relative ease with which information can now be made available and accessed by those seeking knowledge, why do the apparent gaps between evidence and practice persist?
In seeking answers to this question, one fundamental point to consider is the different meanings that are attached to knowledge and evidence, in particular the juxtaposition that exists between the biomedical and social science traditions in healthcare. Whilst it is generally recognised that knowledge encompasses both explicit and tacit dimensions (5, 6) , the extent to which these are recognised and acknowledged can vary considerably across different disciplines. For example, in medical science, knowledge is typically viewed from the more formal, explicit perspective (7) and objective research findings, in a form that 'evidence' occupies a more privileged status than the more tacit, practical, 'know-how' form of knowledge. Thus we see hierarchies of evidence used to grade the 'quality' of evidence, depending on its source and the related level of robustness and rigour. Typically such hierarchies rate research evidenceand particular types of research evidence-much higher than expert opinion or professional consensus. By contrast, social scientists typically see knowledge as being socially situated, inclusive of both explicit and tacit dimensions and subject to influence by wider social structures and norms, including power relationships (8) .
Differences and distinctions such as these have important implications. Firstly, in relation to commonly applied hierarchies of evidence, it is important to note that they are particularly focused on questions of effectiveness (does intervention A lead to outcome B?). However, in planning and delivering services, effectiveness may not be the only consideration: for example, a particular intervention may have research evidence to demonstrate its effectiveness, but may be unacceptable to particular patient groups or be too expensive to be made accessible to everybody who could potentially benefit from it. Secondly, and of particular importance from an implementation perspective, the dominant conceptualisation of evidence influences the ways in which the gaps between evidence and practice are perceived and the strategies that are proposed to bridge the evidence-practice gap. Where formal, explicit knowledge is privileged, the 'gap' is typically perceived as a knowledge transfer problem, whereby objective, scientific knowledge that has been produced by the research community needs to be transferred to the practice community. This has resulted in the use of terminology such as 'knowledge transfer' , 'knowledge translation' and 'knowledge utilisation' , where the emphasis is on starting with knowledge from research evidence and finding ways to make that evidence more accessible, useful and usable by practitioners at a clinical, managerial and policymaking level. Hence the emphasis is on developing methods to synthesise research evidence and to make it available in more accessible forms, to understand the barriers to research use amongst targeted communities and to develop and test implementation interventions directed at closing the researchpractice gap.
Critics, however, would argue that such initiatives, premised on a research-gap and seeking to find a knowledge transfer solution, are constrained by the overly narrow definition of knowledge and a misunderstanding of how and why the knowledge-practice gap exists (7,9,10). Greenhalgh and Wieringa (7) suggest that there are three widely held assumptions underpinning conventional knowledge translation strategies which limit their usefulness in practice: firstly, an objective view of knowledge that separates the researchers who produce knowledge from the practitioners who might use it; secondly, the idea of a 'know-do' gap, which implies that knowledge and practice can be separate both analytically and empirically; thirdly, the notion that practice consists of a series of largely rational decisions. These concerns echo the views expressed by others, leading some authors to call for a change of thinking to see the knowledge-practice gap not as a translation or transfer gap, but more fundamentally as a knowledge production problem. This is the stance adopted by Van de Ven and Johnson (9) in their call for a model of engaged scholarship, whereby researchers and producers collaborate in the entire joint enterprise of knowledge production and use. Similarly, Davies et al. (10) propose the use of metaphors such as 'knowledge interaction' and 'knowledge intermediation' that more accurately reflect the complex, collaborative and contextspecific processes involved. This also reflects the debate in the management literature around relevant and useful knowledge and the view that whilst researchers may undertake relevant research, this may not be what managers want and need; a situation that Markides (11) describes as not so much a 'lost in translation gap' , but rather a 'lost before translation' issue.
What then are the implications for the translational science agenda in healthcare? Few could argue that we need to find ways to deliver the most effective, high quality, acceptable healthcare to the populations that we serve in as safe, timely and efficient a way as possible. However, in seeking to address the persistent challenges of service improvement and the uptake and diffusion of innovations in healthcare, we need to reflect upon the basic concepts of knowledge, research and evidence. Who is leading the research agenda and who decides on the priorities for research? Do these reflect the questions and concerns of those who receive, deliver or manage healthcare, or are they the domain of the academic community who carry out much of the research? Do we value tacit, experiential knowledge as much as formal, explicit knowledge? What is the relationship between the producers and users of research? Do we still have a 'two communities' model (12) , or is there a need to embrace models of co-production (13), whereby users and producers of research work together to define, design and conduct studies that address real-life questions from the practice, management or policy perspective. These are important issues that we need to consider and debate if we want to move beyond discussing the problems of evidence uptake and really advance our understanding of translational science for the benefit of patients, populations and health systems.
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